Avascular necrosis of ureter
Considering the dismal condition of the transplant ureter, we decided to modify the uretero-calycostomy procedure, by creating a fistula to the native right ureter, which was available since the native right kidney had been retained for erythropoetin production. Most importantly, the native ureter was not at risk of rejection.
A rigid ureteroscope was advanced under fluoroscopic guidance into the right native ureter, displacing the same toward the dilated superior hydrocalyx, which was then accessed by an 18 gauge needle advanced via the ureteroscope ( Figure-3) . A stiff Amplatz guide wire was then introduced into the kidney pelvis, over which a double "J" stent was placed, maintaining drainage from the kidney into the bladder (7) (Figure-4) . The stent was maintained in position for 12 weeks. A solid fistula (uretero-calycostomy fistula) between calyx and native ureter resulted. Urine output of the transplant kidney stabilized; creatinine dropped to 2.6 in 4 weeks and remained stable at a level of 1.4 -1.8 over the next 7 year follow-up, as did BUN at levels of 18 -24.
Percutaneous radiologic antegrade uretero-neocalycostomy is recommended as a minimally invasive intervention that can manage the complex problem of ureter necrosis in otherwise well -functioning transplant kidneys.
